ABOUT three years ago I placed on record, at the Itoya: Medical and Chirurgical Society of London, an account of t new method of treating obstinate stricture of the urethra. I[ have now had an increased experience of its capabilities j .and I desire here, in few words, to describe the principles involved in the procedure, and the details necessary to be attended to in its application.
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First, there is one very important fact which is in intimate relation with all treatment of urethral stricture ; and it has -been, as far as my observation extends, somewhat overlooked, or at all events it has not, I think, affected so prominently as it ought the surgical treatment of the malady. It is this : that portion of the urethra which is most frequently affected by stricture possesses in its natural condition a calibre at least double that of the external meatus. It follows then of necassity, that any kind of dilatation of the stricturecl portion which is limited in extent by the size of the external meatus does but half restore the natural calibre of the canal. In other words, -the external meatus having in any case a diameter equal to -that of No. 12 of our catheter scale, the natural diameter of the bulbous portion will equal at least that of No. 16 or of No. 18-an area more than double that of the former. Hence, if this latter portion becomes the subject of stricture, and the dilatation is carried no higher than No. 11 or 12, the stricture is not more than half dilated.
Practically, for the great majority of cases, such dilatation suffices for all purposes. The patient loses all his symptoms, and continues well on condition that he keeps open his stricture by occasionally passing an instrument. Happily, ordinary ,dilatation affects all this for most patients. For a few exceptional cases, however, it is insufficient to relieve the symptoms.
The passing of a full-sized instrument does not enable the patient to pass even a tolerable stream ; it often produces absolute retention, or rigors, or increased pain. For such a strictare we are accustomed to use some more efficient proceedinge. g., to divide the hardened tissues (urethrotomy), or to burst them at a single operation (rupture) . Each proceeding has been, and is, of considerable value when judiciously adapted to the case.
But I wish to remark that by neither of these operations is the urethra restored to its original calibre at the point of stricture. So long as the rupturing instrument or the dilating instrument is limited in its size by the calibre of the external meatus, the contracted portion of the urethra is only half .dilated.
It is due to Reybard to say that he, perhaps more than any other surgeon, has recognised the necessity of bearing in mind this important truth. Advocating about the year 1850 extremely long and deep incisions as the treatment of stricture, his system soon fell into disrepute. He not only made these incisions to an extent which I believe to be both unnecessary .and dangerous, but he was careful to keep apart the borders of the incisions for a long time after the operation by means of an instrument with two blades, which could be widely extended after their introduction into the urethra. Now my own experience has convinced me that in many of these obstinate cases an equally perfect result may be tecomplished by means of a powerful distending instrument without any incisions at all. The principle which underlies and regulates this proceeding is that on which I lay some stress-viz., to restore, if possible, the bulbous urethra to its natural size, regarding it as about twice that of the external meatus.
In order to effect this purpose, I have designed and employed an instrument which somewhat resembles others that have gone before it, but which have been differently used; -such, for example, as that referred to above, and also some -employed for gradual or slow dilatation, applied at intervals of two or three days during a considerable period of time. The anain and the important distinction consists in the method of employing it; in effecting the object by a single application only, instead of by numerous repetitions. My instrument, however,is much more powerful than its predecessors. It opens the bulbous urethra to more than double the size of the meatus, and acts mainly on the strictured, not on the healthy, portion of the urethra. When closed for introduction, it equals in size about a No. 5 catheter. As many strictures on which it is necessary to act are smaller in calibre than this, it is then essential to tie in a small gum catheter for thirty-six or fortyeight hours before employing it, in order to dilate the stricture temporarily to a sutlicient size to admit the instrument. It is assumed, of course, that the stricture has been proved not to be permanently bcnefited by such (i.e., tying-in) dilatation, or the treatment about to be described would not be adopted. However narrow or retractile a stricture may be, it is always possible, by tying in, to dilate temporarily as far as to the reouired calibre.
The next principle which guides the treatment is this. Experience shows that most living tissues, if over-distended, lose to a great extent their natural elasticity. Thus, the overdistension of the female urethra has often produced incurable incontinence arising from this cause-which is one instance only among others which might be adduced. The distending instrument I employ is composed of two parallel rods, which can be slowly separated by means of a screw in the handle, through the action of two levers which exist between them.' * In this manner the rods pass gradually and successively through all the numbers of the catheter scale, from 5 to 16 or 18, in obedience to the operator's action on the screw, and an index there marks the rate of movement for his information.
When opened, the two blades produce the figure of a very elongated spindle, the centre of which corresponds with the site of the stricture in the urethra. This position is easily ensured by means of the graduated scale marked on the stem of the instrument, and a small clamp which slides upon it. If the stricture is five inches from the orifice, this clamp is placed against the figure 5 on the stem, and the instrument is passed until the clamp acts against the external meatus. It is to be carefully maintained in this situation while the distension takes place.
Having so placed the instrument, nothing would be easier than to turn the screw rapidly, and at once raise the calibre of the strictured portion to the required size-say 16 or 18.
This would effect its rupture, and is precisely that which I wish to avoid. I occupy from seven to ten minutes in slowly distending the part up to that calibre, and therefore prefer to give the patient the benefit of chloroform. Hence I overdistend as much as possible, and rupture as little as possible. The tightest fibres of all alone get ruptured; those which are less rigid yield to the distending force. The more I can accomplish the latter object, the more I avail myself of the principles just alluded to, and deprive the tissues of their elasticity. The more I accomplish by rupture, the more of a wound I produce, and consequently the more fear there is of rapidly returning contraction. Having reached the limit intended, the screw is slowly turned back until the index marks about No. 10, and the instrument is withdrawn. The instrument is designedly not entirely closed. A large gum catheter is passed, and tied in for twenty-four hours, a plan which appears preferable, although there is no more occasion to do this than there is after rupture, under which circumstances Mr. Holt dispenses with the catheter altogether. I pass no instrument for two days; then a full-sized bougie every day or two, prolonging the intervals, and teaching the patient to do it himself occasionallv afterwards.
A few words on the cases in which this proceeding is not applicable, or rather in which other treatment appears to me preferable. For an old and non-dilatable stricture within two or three inches of the meatus, I prefer internal urethrotomy.
It is perfectly safe and easy if performed in that situation. Dilatation and rupture, in my experience, are both inadequate to produce any lasting benefit. 1 have heard of my mode being tried at the anterior part of the canal. I should not have advised it. The spongy body here is so much less extensible, so little porous, and so greatly fibrous, as compared with its character where it constitutes the bulb, that but small room exists for extension. Hence in part the futility of ordinary dilatation as well as of over-distension in this situation.
Again, if a urethra is narrowed at several points-an unusual condition, but nevertheless one which is occasionally met with, -I should prefer to adopt Mr. Holt's plan of rupture as, on the whole, the most certain to hit all the points of narrowing.
There remain then all the strictures, forming a great majority, which exist at from four to six inches from the meatus. * Originally one lever only existed. Recently, Mr. Coxeter has constructed the instrument with two levers, and thus has augmented its power, which is now ample.
For these I may say, in one word, that, having employed all the mechanical methods of dealing with them that rest on sufficiently sound principles or on sufficiently good authority to merit trial, I know of none that has afforded me such good results, both in regard of the immediate object and of the enduring result, as the method I have endeavoured to delineate in this paper. I could easily append, as illustrations of these remarks, numerous histories of patients so treated both in private and as hospital patients were it desirable, but it appears to me to be unnecessary. I have applied this proceeding only for the most intractable cases which have come under my notice, having preferred always to employ ordinary dilatation (usually by tying in the gum catheter) when it was possible to accomplish my object by that safe and simple process.
Wimpole-street, June, 1866. APHASIA, WITH RIGHT HEMIPLEGIA. LESION 1866 . She had been taken ill suddenly three days before admission; while engaged in washing and ironing she fell down, and was found speechless and palsied. On admission there was complete paralysis of motion in the right arm, which was flaccid at this time, but after some months became rigid in the flexed position. The sensibility was not affected, so far as a careful examination could make out. After the rigid flexion of the arm came on, any attempt at extension produced signs of great pain. The paralysis and rigidity of the arm remained till death. The motor paralysis of the leg was nearly complete on admission; the sensibility not sensibly impaired. Subsequently (Nov. 6th) the leg was "drawn up, and the hamstring muscles were tense" (rigid flexion). This rigidity, however, passed on, and the voluntary motor power in the leg was in a great measure restored. The facial paralysis on the right side was well marked at the first; the features were drawn to the left side; the cheek (buccinator) was flaccid. In her attempts to speak she moved only the left side of the mouth; the right frontalis muscle was affected, the brow being smooth on that side, while it was wrinkled, and moved voluntarily on the other side. There was some imperfection in the voluntary closure of the right evelid, but the winking movements were performed naturally. The facial paralysis gradually diminished, and on Dec. llth had disappeared. No paralysis of the muscles of the jaw could at any time be detected. The tongue, when protruded, was straight, and could be moved freely in all directions. She could masticate and swallow quite well. No paralysis of the muscles of vocalization or respiration, nor of the muscles of the neck or trunk of the body.
Notwithstanding the immunity from paralysis of the muscles of the jaws, tongue, larynx, &c., the patient was completely speechless. The report on admission, taken by the resident physician, Dr. James Carmichael, now of Burntisland, thus describes her state : '' Her speech is altogether inarticulate. She makes frequent and anxious attempts to speak, but the result is only a mumbling ; no single word, not even 'yes' or 'no,' can be made out. She seems much disappointed at this failure, and often weeps and whines apparently from this cause." At first her intelligence seemed affected, as she did not do what she was desired-e. g., put out the tongue; but it soon appeared from her general behaviour that her intelligence was not materially diminished. '' She recognised persons readily, even though she had not seen them for some time, and she endeavoured to express her feelings by signs and gestures," as well as by her mumbling attempts at speech. On trying to write she made nothing but irregular scratches on the paper. It is curious that although she could not utter a single word, she could make herself understood by her husband, and the wardnurse tells us that one evening they actually quarreled ! From the completeness of the loss of speech, it was impossible accurately to test her memory or her mental faculties; but her eye looked bright and intelligent, and the impression, after careful observation, was that, though it had received a shock, her mind retained its essential powers of thinking, feeling, and willing.
Her appetite and digestive functions being good, and her other functions normal, she lingered on bed-ridden, and presenting little change except those already noted in describing the paralysis. The aphasia was complete from beginning to end. Bed-sores formed, and healed up repeatedly. Finally she died exhausted, as stated, on April 17th, the more immediate cause of death being pneumonia, which came on insidiously, without marked symptoms.
The autopsy was performed on April 19th, the weather being cold. With the exception of pneumonia in the third stage, in the middle region of the left lung posteriorly, no lesion of importance was discovered in the thorax or abdomen. On removing the skull-cap, some opalescent subarachnoid effusion was noticed. The brain appeared rather small; it weighed two pounds five ounces and a half. The sulci were deep and well marked; the brain-substance was moist and oedematous.
No lesion in the right hemisphere, pons, or medulla oblongata. On slicing the left hemisphere horizontally, beginning at the upper surface, two small softened portions, of irregular shape, about three-quarters of an inch in diameter, were observed in the white matter, half an inch above the level of the upper wall of the lateral ventricle. One of these softenings was situated close to the longitudinal fissure, without involving its grey matter, and about an inch and a half from the posterior margin of the hemisphere. The other softening was placed near the external margin of the anterior lobe, about two inches from the front of the hemisphere, and not affecting the grey matter of the sulci. These softenings were not above one line in depth, and did not extend to the roof of the ventricle. In the white substance behind the posterior cornu there was also an irregular softening, of the size of an almond, separated by a thin layer of healthy white substance from the cavity of the ventricle.
But the principal lesion was found in the base of the brain. consisting of a softening of the external and anterior portion af the left island of Reil, which extended for a short way into the inferior surface of the adjoining external or inferior frontal convolution, and also penetrated in depth to the outer part of the corpus striatum, which likewise exhibited a small softening at the posterior part of its grey matter., These important lesions were carefully examined, in conjunction with Wm. Turner, M. B., demonstrator of anatomy in the University of Edinburgh, who reported as follows :&mdash; " When the tip of the left temporo-sphenoidal lobe is raised, an alteration in the normal appearance of the island of Reil is seen in its antero-external part. Instead of bulging in a welldefined convex manner, it presents a deep sinking or excavation in the seat of its two most anterior and external gyri; and the surfaces of these gyri have in part lost their normal grey appearance, presenting a -distinctly yellow hue. The yellow discoloration extends from the surface of these gyri of the island outwards along the bottom of the groove which separates them from the inferior frontal gyrus, and is continued for about half an inch outwards and three quarters of an inch from behind forwards along the under surface of that convolution. It does not extend to the outer surface. The depressed and dis.coloured portions of the island, as well as the affected part of the frontal gyrus, feel soft and fluctuating to the touch. There is no erosion nor solution of continuity on the surface of the affected convolution, which remains quite smooth. Owing to the destruction of the convolutions of the island of Reil, already described, a much larger portion of the under surface of the inferior frontal gyrus is exposed, when the temporo-sphenoidal lobe is drawn on one side, than is normal. After the brain had been immersed in spirit for some hours, the characteristic yellow appearance already described was still preserved. " On a section being carefully made from the island inwards towards the corpus striatum, the softening, which presented an eroded and pultaceous appearance, was found to have penetrated into the anterior, outer, and inferior part of the corpus striatum. On horizontal section, a second small isolated softening was found at the posterior part of the corpus striatum. In the softened portions, the nerve-structures were destroyed, and replaced by free granules and granular cells." No other nervous lesion was found. The olivary bodies were normal. The spinal cord was not examined. The arte-
